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Purpose: To investigate the level of and factors influencing perceived stigma and discrim-
ination among people living with human immunodeficiency virus (HIV)/acquired immune
deficiency syndrome (PLWHA) in Henan Province.
Methods: In total, 161 PLWHA from Zhengzhou and Zhenping were investigated using the
Berger HIV stigma scale.
Results: The mean Berger stigma scale score was 105.70 ± 15.20, indicating a middle stigma
level. Among the four subscales of the Berger stigma scale, the disclosure concerns score
was highest, while the negative self-image score was lowest. Multivariate analyses showed
that factors influencing perceived HIV stigma included the level of education and route of
infection.
Conclusion: The level of perceived HIV stigma and discrimination among PLWHA in Henan
Province is moderate and was affected by the level of education and route of infection.
Special intervention should be established to address this problem.
Copyright © 2014, Chinese Nursing Association. Production and hosting by Elsevier
(Singapore) Pte Ltd. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/3.0/).1. Introduction
Since the first case of acquired immune deficiency syndrome
(AIDS) was identified in 1981, the spread of human immuno-
deficiency virus (HIV)/AIDS has been accompanied by stigma. Sheng).
Nursing Association.
g Association. Production
://creativecommons.org/[1]. HIV stigma remains a substantial challenge faced by every
nation. Studies have consistently documented that HIV-
related stigma negatively impacts disease disclosure, delays
access to health care, interferes with adherence to antiretro-
viral therapy, and inhibits the use of preventative services for
people at risk of HIV [2e4]. HIV stigma can be characterised asand hosting by Elsevier (Singapore) Pte Ltd. This is an open access
licenses/by-nc-nd/3.0/).
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stigma, refers to the cognitive, affective, and behavioural
negative reaction toward people living with HIV/AIDS
(PLWHA) [6]. Perceived HIV stigma, also termed self-stigma or
internal stigma, refers to the PLWHA's perceptions of societal
attitudes toward the PLWHA, the PLWHA's awareness of
actual or potential social rejection, a negative change in the
PLWHA's social identity based on his or her HIV status, and
adoption of society's negative views into the PLWHA's own
self-concept, including self-blame and shame [7].
Perceived HIV stigma has a stronger negative impact on the
overall well-being of the PLWHA than does public HIV stigma
[8]. Various negative effects of perceived stigma on the PLWHA
have been established, including a high level of depression,
reluctance to disclose their HIV status to others with resultant
social isolation and disruptions in normal social relationships,
decreased access to and retention of care, and poorer adher-
ence to antiretroviral therapy [9].
Notably, HIV stigma is a cultural construct, and its expe-
riences vary among individuals across countries and com-
munities. Therefore, HIV stigma must be understood in a
specific context. The aim of the present studywas to provide a
baseline for perceived stigma among Chinese PLWHA and
help health care professionals to develop culturally sensitive
practices to address this problem. This study emphasised
identification of other variables that may be related to
perceived HIV stigma, such as sex, age, treatment, and
disclosure of HIV status.2. Material and methods
2.1. Subjects
We conducted a quantitative survey of 161 HIV-positive in-
dividuals selected from two health clinics in Henan Province
from January to August 2013. One health clinic was Zhenping
CDC inHenan Province (n¼ 81), and the otherwas theHospital
for Infectious Diseases in Zhengzhou (n ¼ 80). These two
research sites were chosen because they contain independent
departments for HIV therapy and consulting, which facilitated
convenient recruiting of potential participants.
2.2. Surveys
Amemberof theclinic staff introduced thestudyto thepatients,
and interested individualsmetwithan interviewer todetermine
their study eligibility. The patients were required to be HIV-
positive and have basic literacy skills to be eligible for the
study. All patientswere known to beHIV-positive according to a
previous diagnosis. This study was approved by the Research
Ethics Board of Peking Union Medical College, Beijing, China.
2.3. Measures
2.3.1. Demographic and background information
The patients' demographic and background information
included age, sex, place of residence (rural or urban), highest
level of education, marital status, employment condition, and
items related to HIV status including presumed route oftransmission, time since diagnosis, treatment conditions,
family awareness of serostatus, CD4þ cell count, and current
health status. The current CD4þ cell count was reported by
the patient if he or she had undergone testing. One item from
the quality of life scale of the 36-Item Short Form Health
Survey measured the patient's self-rated health status at the
time of the investigation; this item was “How are you feeling
about your health at present?” The allowed responses fell into
five categories ranging from extremely well to extremely poor.
2.3.2. Perceived HIV stigma
The subjects' perceived HIV stigma was assessed using the
Berger HIV stigma scale [7]. This 40-item instrument was
developed in 2001 to measure the stigma perceived by PLWHA
in the United States. There is no validated Chinese version of
the scale, but several studies have used the scale among
Chinese populations. Therefore, we revised the scale and
translated it into Chinese for use in the present study. All
participants were asked to respond to each item in terms of
whether they “strong disagree,” “disagree,” “agree,” or “strong
agree.” Possible scores ranged from 40 to 160, with a larger
score indicating a higher degree of perceived HIV stigma.
Berger et al. [7] identified four factors in their original sam-
pleofHIV-positive individuals: personalisedstigma,disclosure
concerns, negative self-image, and concern with public atti-
tudes toward PLWHA. Personalised stigma (Factor 1) identifies
thenegative consequencesof otherpeople'sknowledge that an
individual has HIV, such as experiences with or fear of rejec-
tion. Disclosure concerns (Factor 2) includes items related to
controlling information related to one's HIV-positive status.
Negative self-image (Factor 3) refers to concerns about feeling
unclean or being inferior to others because of an HIV-positive
status. Finally, concern with public attitudes about PLWHA
(Factor 4) focuses on perceptions about what “most people”
thinkabout apersonwithHIVorwhat individualswithHIVcan
expect from others when their HIV-positive status is discov-
ered. The HIV stigma scale exhibited quite good reliability in
the present sample (Cronbach's alpha, 0.94.)
2.4. Data analysis
Descriptive statistics were obtained for all study variables.
Bivariate and multivariate stepwise linear regression was con-
ducted to identify the predicting variables using the Statistical
Package for theSocial Sciences, version18.0 (SPSS, Inc., Chicago,
IL, USA). Assumptions of normality and constant standard de-
viations were tested, and the data met the assumptions. Vari-
ables were included in the multivariate model if the bivariate
test resulted in a p value of 0.10, indicating a potential associ-
ation with stigma. For the regression analyses, age and time
since HIV diagnosis were treated as continuous variables, and
the CD4þ count was dichotomised as <350 and >350 mL/mm3.3. Results
3.1. Demographics
In total, 161 PLWHA were investigated in this survey,
including 89 male patients (55.3%) and 72 female patients
Table 1 e Participants' perceived stigma according to Berger human immunodeficiency virus stigma scale (n ¼ 161)
Items (high scores) Score, x ± s Items (low scores) Score, x ± s
I have told people close to me to keep the fact
that I have HIV a secret.
2.89 ± 0.86 I feel guilty because I have HIV. 2.22 ± 0.86
I worry that people who know I have HIV will tell others. 2.88 ± 0.88 Having HIV makes me feel that
I'm a bad person.
2.32 ± 0.88
Since learning that I have HIV, I worry about
people discriminating against me.
2.88 ± 0.84 In many areas of my life, no one
knows that I have HIV.
2.40 ± 1.04
I work hard to keep my HIV a secret. 2.83 ± 0.91 People have told me that getting
HIV is what I deserve for how I lived my life.
2.40 ± 1.00
People seem afraid of me once they learn that I have HIV. 2.83 ± 0.84 Having HIV makes me feel unclean. 2.40 ± 0.95
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years; range, 13e75 years). In total, 132 patients (82.0%) were
living in rural areas, 28 (17.4%) had religious beliefs, 82 (50.9%)
had received education higher than a middle school level, 100
(62.1%) were married, and 115 (71.4%) did not have a fixed
income. The median time since diagnosis was 7 years (range,
<1e20 years). In total, 116 patients (72.0%) were infected
through commercial plasma donors, 131 (81.4%) were
currently on antiretroviral therapy, 64 (39.8%) had opportu-
nistic infections, 134 (83.2%) had disclosed their disease con-
dition to others, 87 (54.0%) considered their health condition
to be of a moderate level, and 121 (75.2%) had recently un-
dergone determination of their CD4þ cell count (median,
298 mL/mm3; range, 17e564 mL/mm3).3.2. Descriptive statistics of perceived stigma
Analysis of perceived stigma among the sample revealed an
average score of 105.70 (SD, 15.20). Table 1 shows that the
average score of all items was 2.64 (SD, 0.38). Among the four
subscales, the disclosure concerns score was the highest at
2.72 ± 0.47, and the negative self-image score was the lowest
at 2.56 ± 0.41.Table 2 e Assignment of independent variables to
multivariate linear regression
Variable Assignment
X1, Sex 1 ¼ male; 2 ¼ female
X2, Age 1 ¼ 30; 2 ¼ 31e59; 3 ¼ 60
X3, Residence 1 ¼ urban area; 2 ¼ rural area
X4, Education level 1 ¼ primary school or lower;
2 ¼ middle school; 3 ¼ high school
or beyond
X5, Time since diagnosis 1 ¼ 1 year; 2 ¼ 2e5 years; 3 ¼ 6
years
X6, Income 1 ¼ unfixed income; 2 ¼ fixed
income
X7, Infection route 1 ¼ commercial plasma donor;
2 ¼ other routes
X8, Current on antiretroviral
therapy
1 ¼ yes; 2 ¼ no
X9, Opportunistic infections 1 ¼ yes; 2 ¼ no
X10, Serostatus awareness 1 ¼ yes; 2 ¼ no
X11, Health condition 1 ¼ good or very good;
2 ¼ reasonable; 3 ¼ bad or very bad3.3. Related factors associated with perceived stigma
Univariate linear regression analysis between perceived HIV
stigma and demographic and disease variables showed no
significant differences in perceived HIV stigma with respect
to sex, age, marital status, income, time since diagnosis, or
health condition. However, the differences in perceived HIV
stigma among different residential areas, education levels,
transmission routes, and CD4þ cell counts were statistically
significant. The participants who lived in an urban area, had a
higher level of education, were infected with HIV through a
route other than commercial plasma donors, and had a
higher CD4þ cell count had a higher level of perceived HIV
stigma.
Table 2 shows the assignment of independent variables
into the multivariate linear regression. The variables educa-
tion level (b¼ 0.618, p¼ 0.009) and route of infection (b¼ 0.204,
p ¼ 0.031) were entered into the finial multivariate linear
regression model (Table 3). Respondents with a higher edu-
cation level and who were infected with HIV through a route
other than a commercial plasma donor experienced a higher
level of perceived HIV stigma.4. Discussion
The most important finding of the current study is that
PLWHA in Henan Province experience a moderate level of
perceived HIV stigma. This level is slightly lower than that of
other investigations conducted in China. Additionally, com-
mercial plasma donors were much more likely to have lower
levels of perceived HIV stigma than were individuals infectedTable 3 e Multiple linear regression model of perceived
stigma among participants (n ¼ 161)
Variable Partial
regression
coefficient
Standard
error
Standardised
regression
coefficient (b)
t p
Interception 90.870 4.121 e 22.049 0.000
Education
level
3.677 1.690 0.168 2.640 0.009
Infection
route
6.893 2.611 0.204 2.176 0.031
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PLWHA's perceived HIV stigma in Henan Province.
The results of this study indicate that PLWHA in Henan
Province experienced a moderate level of perceived HIV
stigma. The following factors may have contributed to this
level of perceived HIV stigma. First, most of the participants
were commercial plasma donors and lived in rural areas.
People usually hold a more sympathetic attitude toward this
population than toward those infected with HIV by other
routes such asmenwho have sex withmen, intravenous drug
users, and commercial sex workers. Thus, the level of
perceived HIV stigma among commercial plasma donors is
lower. Second, most of the participants had informed their
family members and other relatives of their serostatus. In
Chinese culture, family support plays an important role in
one's social support. The family support provided to the
PLWHA likely lessened the severity of perceived HIV stigma in
this study population.
Several other studies have shown that the HIV trans-
mission route influences perceived stigma [10,11]. The present
study showed a marked difference between individuals
infected with HIV by commercial plasma donors and those
infected by other routes. The former is a special population in
China. Most plasma donors sell their blood because of poverty
and are unaware when they become infected with HIV. The
Chinese government has devoted many financial resources to
helping this population during the past 10 years so that they
may experience a lower level of perceived HIV stigma. The
psychological care given to plasma donors should differ from
that given to individuals infected by other routes.
This study also showed that a low level of education was a
protective factor against perceived stigma among PLWHA in
Henan Province. This finding is in agreement with the results
of previous research [12,13]. A possible explanation for this
association could be that individuals with a higher education
level usually have a higher social status and live in urban
areas; thus, they may be more significantly affected by
receiving a positive HIV diagnosis.
Several important limitations of this study should be
considered. First, the generalisability of these findings is
limited because the participants were actively engaged in
medical care and other services and agreed to participate in
the investigation. It is likely that individuals who have not
visitedmedical clinics or been tested for HIVmay experience a
high level of perceived stigma that prevents them from
acquiring health services. Thus, the patients in the present
study may not be representative of other PLWHA, and the
level of perceived HIV stigmamay have been underestimated.
Second, this study was cross-sectional, thus preventing
determination of causality. Further research is needed to
deepen the exploration of this issue and determine whether
perceived stigma is a cause (i.e., the patient seeks therapy
because they do not perceive stigma) or a consequence (i.e.,
the patient does not perceive stigma because they seek
therapy).5. Conclusions
In this study, PLWHA in Henan Province experienced a mod-
erate level of perceived HIV stigma. Commercial plasma do-
nors experienced a substantially lower level of perceived HIV
stigma than did other PLWHA. This finding is important and
relevant for designing specific interventions.Conflicts of interest statement
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